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Child Deaths in Davidson County, Tennessee, 2001

Executive Summary

he Child Death Review Team (CDRT) in Davidson County is a multi-disciplinary group that

works to understand the causes of death of resident children under the age of 18 years. Founded
in 1994 by a Mayoral Executive Order, the team is directed to affect system and policy change,
thereby preventing future deaths. Members of the team represent a variety of disciplines including
public health, law enforcement, medicine, and social service.

In Davidson County during the year 2001, 110 resident children died. The CDRT determined the
manner of death to be natural causes for 71.8% (79 deaths) of the cases, and unintentional injuries
for 16.4% (18 deaths). Homicide accounted for 7.3% (8 deaths) of the cases reviewed, and suicide
accounted for 1.8% (2 deaths). The manner of death could not be determined for 2.7% (3 deaths) of
the cases reviewed.

The largest group of child deaths occurred among children less than one year of age (68%). Of
these, nearly 89% (75 deaths) died of natural causes and 30.7% (23 deaths) survived less than one
day after birth. The next largest group of child deaths occurred among children aged 13 - 17 years
(13.6%). Of these, nearly one-third died from unintentional injuries.

Each year, the CDRT makes recommendations for policy and service changes based on the results
from child death investigations in an effort to prevent future childhood mortality. For the year
2001, the CDRT suggests that service delivery can be improved by providing counseling referrals
to families impacted by suicide and by ensuring that no child is released from state custody into
a home without first conducting an intensive home safety study. The CDRT also recommends that
criminal background checks be conducted on the last individual in contact with an infant whose
death is unexplained. Lastly, the CDRT strongly suggests changes be made to the Organ Donor
Law that will allow the Medical Examiner to approve organ donation in cases of child death.
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Child Deaths in Davidson County, Tennessee, 2001

Overview of Child Deaths in Davidson County for
2001

here were a total of 110 fatalities recorded among resident children under the age of 18 in 2001

for Davidson County. The Child Death Review Team (CDRT) conducted a mutli-disciplinary
team review of all 110 deaths. This report presents the findings and recommendations of the
team.

The CDRT judged 20% of the birth certificates and 39% of the death certificates to be incomplete or
inaccurate. Errors and incomplete information in vital statistics data has the potential of hindering
the efforts of the CDRT. The types of errors found on birth certificates, for example, include
inaccurate prenatal care information, incomplete recording of maternal medical risk factors, and
incorrect recording of abnormalities of the child at birth. Death certificate errors tend to be
primarily errors of omission. The fields most commonly left blank are manner of death and
whether or not an autopsy was performed. Despite incomplete information, however, the CDRT
agreed with the manner of death indicated on the death certificate in 77.3% of the cases. The
manner of death was not indicated on the death certificate for 15.4% of the cases. In those instances,
the manner of death was determined by the CDRT.

The CDRT determined the manner of death to be natural causes for 71.8% of the cases and
unintentional injuries for 16.4%. Homicide accounted for 7.3% of the cases reviewed, and suicide
accounted for 1.8%. The manner of death could not be determined for 2.7% of the cases reviewed.
(See Figure 1.)

Figure 1. Number of Deaths by Manner of Death,
Davidson County, Tennessee, 2001
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Child Deaths in Davidson County, Tennessee, 2001

The largest group of child deaths occurred among children less than one year old (68%). Of these,
nearly 89% died of natural causes and 30.7% survived less than 24 hours after birth. The next
largest group of child deaths occurred among children aged 13 — 17 (13.6%). Of these, nearly one-
third died from unintentional injuries. (See Table 1 on page 4.)

Demographically, 60.9% of child deaths in Davidson County during 2001 were male. Furthermore,
more males than females died in each manner of death category. The number of male deaths due
to natural causes, for example, is 32.3% higher than the number of female deaths. (See Figure 2 on

page4.)

Nearly 45% of child deaths were reported as white, 48.2% were reported as black, and 7.3% were
reported as other races. Only 6.4% of child deaths were recorded as Hispanic. (Data not shown.)
The distribution of deaths across manner of death, however, is not as consistent as the pattern
noted for sex. For example, the number of black deaths due to natural causes is 14.7% higher than
the number of white deaths; however, the number of white deaths due to unintentional injury is
approximately twice as high as the number of black deaths. (See Figure 3.)

Figure 3. Number of Deaths by Manner of Death and Race,
Davidson County, Tennessee, 2001
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Table 2 depicts the number and percentage of child deaths by manner of death and maternal age
at birth. In 2001, nearly half of all deaths occurred to children born to mothers between the ages
of 20 and 29. Of these, 76% were due to natural causes. Nearly 25% of all deaths occurred in
children born to mothers between the ages of 30 and 39. Of the deaths in this age category, nearly
78% were due to natural causes. The remaining deaths occurred to children born to mothers aged
40 years and greater (12.7%) or less than 20 years (17.2%).

The CDRT evaluates the presence of a history with child protective services, the presence of abuse
and neglect, and the presence of a delay in seeking medical treatment with each child death. In
some cases, there is enough evidence to raise suspicion, but not enough evidence to provide a
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Child Deaths in Davidson County, Tennessee, 2001

Table 1. Number and Percentage of Deaths by Manner of Death and Age, Race, and Sex, Davidson County, Tennessee, 2001

Total Age Sex Race
Detail of Cases < 1 year All Cases
Manner of Death N % <lday | 1-28days| 29-364 days| <1lyear | 1-5years| 6-12 years | 13-17 years | Male| Female | White [ Black | Other
Natural 79 | 71.8 22 23 22 67 2 6 4 45 34 34 39 6
Unintentional Injury | 18 | 16.4 0 1 2 3 7 3 5 10 8 11 5 2
Homicide 8 7.3 0 0 2 2 0 4 7 1 2 6 0
Suicide 2 1.8 0 0 0 0 0 2 2 0 1 0
Undetermined 3 2.7 1 1 3 0 0 0 3 0 1 0
Total 110 | 100 23 25 27 75 11 9 15 67 43 49 53 8
Percentage* 100 30.7 333 36 68.2 10 8.2 136 60.9 | 391 446 | 482 7.3
"Percentage of total deaths
Figure 2. Number of Deaths by Manner of Death and Sex,
Davidson County, Tennessee, 2001
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Child Deaths in Davidson County, Tennessee, 2001

Table 2. Number and Percentage of Deaths by Manner of Death and Maternal Age, Davidson County,
Tennessee, 2001

Total Maternal Age
Manner of Death N % 13-14 15-17 18-19 20-29 30-39 40+
Natural 79 71.8 0 4 9 38 21 7
Unintentional Injury 18 16.4 0 2 1 7 4 4
Homicide 8 73 0 2 1 4 0 1
Suicide 2 18 0 0 0 0 1 1
Undetermined 3 27 0 0 0 1 1 1
Total 110 100 0 8 1 50 27 14
Percentage* 100 0 7.2 10 455 24.6 12.7

"Percentage of total deaths

definitive answer. In those situations, the CDRT marks the case as unknown. In 2001, 18.2% (20
deaths) of cases had prior involvement with child protective services (1 case unknown). The
CDRT suspected child abuse and neglect in 7.3% (8 cases, 8 unknown) of the child death cases.
Among suspected abuse and neglect cases, 75% (6 cases) also had child protective services
involvement. Among the 8 unknown abuse and neglect cases, only 2 (25%) were reported as also
having child protective services involvement. Less than 1% (1 case) of cases demonstrated evidence
of a delay in seeking medical treatment for the child (12 unknown).

Deaths Due to Natural Causes

n Davidson County during 2001, there were 79 child deaths due to natural causes. These 79

deaths represent 71.8% of all child deaths. Of these deaths due to natural causes, 44.3% resulted
from illness or other natural cause, 49.4% resulted from prematurity, and 6.3% were due to Sudden
Infant Death Syndrome (SIDS). (See Table 3 on page 8.)

The majority of deaths due to natural causes involved infants, with 84.8% occurring among
children less than one year of age. Examining infant deaths due to natural causes reveals that
27.8% involved newborns less than one day old, 29.1% involved infants less than one month old,
and 27.8% involved infants less than one year old. Beyond one year of age, the age group with the
greatest number of deaths was children 6-12 years of age (7.6%).

There were more male deaths due to natural causes (57%) than females (43%). Prematurity was
the only cause of death in which male deaths greatly outnumbered females. The number of male
deaths due to prematurity was twice as high as the number for females. (See Figure 4.)

Demographically, 43% of natural deaths were reported as white, 49.4% were reported as black,
and 7.6% were reported as other races. The number of black deaths due to illness or other natural
causes is 11.8% lower than the number of white deaths. However, the number of black deaths due
to prematurity is 40% higher than the number of white deaths due to the same cause.

(See Figure5.)
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Figure 4. Number of Deaths Due to Natural Causes by Sex,
Davidson County, Tennessee, 2001
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Figure 5. Number of Deaths Due to Natural Causes by Race,
Davidson County, Tennessee, 2001
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Child Deaths in Davidson County, Tennessee, 2001

Deaths Due to Natural Causes: lllness or Other
Natural Cause

hirty-five children died from illnesses or other conditions in Davidson County during the

year 2001. These 35 deaths represent 44.3% of all deaths due to natural causes and nearly 32%
of all child deaths for the year. The majority (65.7%) of all deaths due to illnesses involved children
less than 1 year of age. These deaths are nearly equally divided between males (48.6%) and
females (51.4%), but the number of black deaths is 11.8% lower than the number of white deaths.
(See Table 3 on page 8.)

The leading cause of death among deaths due to illnesses and other natural causes is congenital
anomalies, accounting for 15 (42.9%). The second leading cause is cancer, accounting for 7 (20%)
deaths. The category labeled as other contains deaths where the cause is undetermined and
deaths that do not fit into any other category. As such, it is a remainder grouping and does not
count as a true cause of death. (See Figure 6.)

Figure 6. Leading Causes of Death Due to IlIness and Other Natural
Causes, Davidson County, Tennessee, 2001
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Table 3. Number and Percentage of Deaths Due to Natural Causes by Age, Sex, and Race, Davidson County, Tennessee, 2001

Total Age Sex Race
Detail of Cases <1 year All Cases
Cause of Death N | % |<lday| 1-28 days | 29-364 days | <1 year | 1-5 years | 6-12 years | 13-17 years | Male| Female | White| Black | Other
Iliness or Other Natural Cause 35| 443 0 8 15 23 2 6 4 17 18 17 15 3
Prematurity 391|494 22 14 3 39 0 0 0 26 13 15 21 3
SIDS 5163 0 1 4 5 0 0 0 2 3 2 3 0
Total 79 | 100 22 23 22 67 2 6 4 45 34 34 39 6
Percentage* 100 27.8 29.1 27.8 84.8 25 7.6 5.1 57 43 43 494 | 76
"Percentage of total deaths
Table 4. Number and Percentage of Deaths Due to Prematurity by Gestational Age, Age at Death, Birth Weight, Sex, and Race, Davidson County, Tennessee, 2001
Total Age Birth weight in grams Sex Race

Gestational Age N % <lday |1-28days| 29-364days| <500 [ 500-1499 | 1500-2499( 2500+ Male Female | White Black Other
22 weeks or less 10 26.3 10 0 0 9 1 0 0 6 4 3 7 0
23 - 27 weeks 28 73.7 11 14 3 5 18 2 3 20 8 12 13 3
Total* 38 100 21 14 3 14 19 2 3 26 12 15 20 3
Percentage’ 100 55.3 36.8 79 36.8 50 53 79 68.4 316 395 52.6 79

'Gestational age was not reported on one death. This death was excluded from this part of the analysis.
2Percentage of total deaths
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Child Deaths in Davidson County, Tennessee, 2001

Deaths Due to Natural Causes: Prematurity

hirty-nine infants died from complications due to prematurity in Davidson County during
the year 2001. These 39 deaths represent 49.4% of all deaths due to natural causes and 35.5%
of all deaths to children in 2001.

Examining prematurity deaths by gestational age reveals that 10 deaths (26.3%) were 22 weeks or
less gestational age, 28 (73.7%) were between 23 and 37 weeks gestational age, and the gestational
age was not reported for one case. Among the deaths due to prematurity born at 22 weeks or less,
100% died within 24 hours of birth. Additionally, 9 (90%) premature births weighed less than 500
grams, and 1 (10%) premature birth weighed between 500 and 1,499 grams.

Among the deaths due to prematurity born at 23 to 37 weeks gestational age, 11 (39.3%) died
within 24 hours of birth, 14 (50%) died within the first 28 days of life, and 3 (10.7%) died between
29 and 364 days of life. Additionally, 5 (17.9%) premature births weighed less than 500 grams, 18
(64.3%) weighed between 500 and 1,499 grams, 2 (7.1%) weighed between 1,500 and 2,499 grams,
and 3 (10.7%) weighed 2,500 grams or more. (See Table 4 on page 8.)

There are disparities in deaths due to prematurity for both sex and race. The number of prematurity
deaths for males is over twice as high as the number of deaths for females. Similarly, the number
of deaths for blacks is 33% higher than the number of deaths for whites.

Deaths Due to Natural Causes: SIDS

Five children died as a result of SIDS in Davidson County during the year 2001. These 5 deaths
represent 6.3% of all deaths due to natural causes and 4.5% of all child deaths.

Sleeping position was not reported for 3 of the 5 deaths. Among those whose sleeping position
was reported, one was on its back, and one was face down on its stomach. Similarly, the presence
of smoking in the house was not reported for 3 of the 5 deaths. However, both deaths for which
information is available reported having smokers in the household.

Deaths Due to Unintentional Injury

ighteen children died due to unintentional injuries in Davidson County during 2001. These

18 deaths represent 16.4% of all childhood deaths. The majority of these deaths resulted
from vehicular incidents (61%). The next most common causes of unintentional injury deaths
are fire-related and drownings (11%). (See Table 5 on page 10.)

Demographically, the greatest number of deaths due to unintentional injury occurred among
children aged 1to 5 years (7). The next highest number of deaths occurred among children aged 13
to 17 years (5). Deaths among males and females are nearly equivalent with males comprising
only slightly greater than half the total deaths due to unintentional injury (55.6%). Whites comprise
the majority of injury related deaths (61.1%), with blacks comprising the second highest group of
fatalities (27.8%). (See Table 5.)
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Table 5. Number and Percentage of Deaths Due to Unintentional Injury by Age, Sex, and Race, Davidson County,
Tennessee, 2001

Total Age Sex Race
Cause of Death| N | % | <1lyear | 1-5years | 6-12 years | 13-17 years | Male | Female | White | Black | Other

Vehicular 11 |61.1 2 3 1 5 6 5 5 4 2
Firearm 1156 0 0 1 0 1 0 0 1 0
Drowning 2 |1111 0 2 0 0 1 1 2 0 0
Suffocation 1156 1 0 0 0 0 1 1 0 0
Fire/Burn 2 |1111 0 1 1 0 1 1 2 0 0
Poisoning 1156 0 1 0 0 1 0 1 0 0
Total 18 | 100 3 7 3 5 10 8 11 5 2

Percentage* | 100 16.7 38.9 16.7 27.8 55.6 44. 61.1 27.8 111

*Percentage of total deaths
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Deaths Due to Unintentional Injury: Motor Vehicle
Crashes

leven children died in motor vehicle crashes in Davidson County during the year 2001. These

11 deaths represent 61% of all deaths due to unintentional injuries and 10% of all child deaths.
The numbers of deaths for males and females and whites and blacks are roughly equivalent.
Nearly 55% of all vehicular deaths are male and approximately 45% are female. Whites represent
approximately 45% of all vehicular deaths, blacks represent approximately 36% of those deaths,
and children reported as other races comprise the remaining 18%. (See Table 5 on page 10.)

With regards to age, 45.5% of vehicular deaths occurred to children aged 13 to 17 years. The next
highest number of deaths occurred to children aged 1 to 5 years (27.2%), followed by infants less
than one year of age (18.2%), and children aged 6 to 12 years (9.0%).

One incident involved an unborn fetus; however, the details of the motor vehicle crash are unknown.
For the remaining deaths, the fatally injured child was the driver in 3 of the incidents, the passenger
in 5 of the incidents, and a pedestrian in 2 incidents. Regarding safety belt usage, 3 incidents
report a safety belt in the vehicle, but not being used, and 3 report proper safety belt usage. The
details regarding safety belt usage are unknown for 3 incidents and not applicable for the 2
pedestrian deaths. Information regarding child safety seat usage is available for 4 deaths of which
2 report not having a child safety seat in the vehicle and 2 report incorrect seat usage.

Examining the circumstances surrounding the motor vehicle crashes reveals that speed was
indicated in 3 cases, a mechanical failure was indicated in 1 case, and other factors were indicated
in 2 deaths. Regarding the two deaths that involved other factors, 1 resulted from the driver
falling asleep, and the other resulted from the driver losing control of the car. Information regarding
road conditions is not applicable to the situation in one death and is unknown in 2 deaths. However,
normal road conditions were reported most frequently (6), and wet conditions were only recorded
in 2 deaths.

Deaths Due to Unintentional Injury: Firearms,
Drowning, Suffocation, Fire and Burns, Poisoning

uring 2001, there was 1 unintentional death due to a firearm, 2 deaths due to drowning, 1

death due to suffocation, 2 deaths due to fire and burns, and 1 death due to poisoning. Together
these 7 deaths represent nearly 40% of all deaths due to unintentional injuries and 7.3% of all child
deaths in 2001. (See Table 5.)

The firearm death involved a child playing with a handgun that was found in an unlocked drawer.
Both drownings occurred in swimming pools. Utilization of flotation devices is unknown in 1
case. In the other case, the child was not wearing a flotation device. Overlying, or one individual
rolling over or lying on top of the child, was the cause of the 1 unintentional death due to suffocation.
This child was placed on a soft-sleeping surface. Both deaths due to fire resulted from lit cigarettes,
and both children died from smoke inhalation. It is unknown if either location had an operational
smoke detector present. The last death was due to an unintentional poisoning with a family
member’s prescription.
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Deaths Due to Violence: Homicide and Suicide

iolence-related deaths are those determined to be either suicides or homicides. There was a

total of 10 violence-related deaths in Davidson County during the year 2001 - 8 (80%) homicides
and 2 (20%) suicides. Together, violence-related deaths comprise 9.0% of all childhood deaths. Of
these deaths, 90% were male and 10% were female. Blacks comprised 70% of violence-related
deaths, and whites comprised 30%. There were no violent deaths reported for other races.

Among homicides, 2 were due to suspected arson, 3 were due to firearms, 2 were due to other
inflicted injuries, and 1 was due to suffocation. The circumstances surrounding 1 firearm death
are unknown; however, the 2 remaining deaths both involved the use of handguns. Both injury
deaths were due to the use of hands and/or feet to inflict injury. Among suicides, 1 death utilized
a firearm, and 1 death utilized a vehicle.
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Child Death Review Team Accomplishments for
2001

Based in large part on a recommendation from the Nashville Child Death Review Team,
the State of Tennessee agreed to include “Back to Sleep” posters and information in all day
care center audits.

The Metro Public Health Department (MPHD) Child and Adolescent Health Division and
the Medical Examiner’s Office developed a method of sharing SIDS information to allow
MPHD staff to provide adequate, timely follow-up to impacted families.

During 2001, 110 cases were reviewed.

Child Death Review Team Recommendations for
2001

1. The Organ Donor Law should be revised. Currently, the next of kin may give permission
to donate organs, even in cases where there is suspicion that the next of kin may be the
person who fatally injured the child. Children on life support are particularly vulnerable
as the current Medical Examiner Law is suspended in these cases. In cases of pediatric
homicide, the parent/killer may gladly give permission to donate organs, thus
permanently erasing important evidence and thereby escaping conviction. This problem
is further fueled by the aggressive efforts of organ procurement organizations. In most
states the Medical Examiner has the right to approve organ donations. This is not the
case in Tennessee.

2. Police officers should refer families impacted by suicide to Family and Children Services
or a similar organization for counseling.

3. Juvenile Court should not release children into any home before a full home safety study
is completed.
4. A criminal background check and a Department of Children’s Services (DCS) file check

should be run on the last person who was in contact with the infant on all unexplained
infant deaths. DCS can release this information to the Medical Examiner.
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1.

The Child Fatality Review Process

When a child dies:

The birth and death certificate is sent from the Metropolitan Public Health
Department (MPHD) Vital Statistics staff to the Child Death Review Team
data coordinator.

Copies of the birth and death records are sent to the Team members.
Available records are requested from programs within the MPHD (HUG,
Healthy Start, WIC, etc.).

All team members search their agency/hospital files and bring either the
records or case summaries to team meetings.

The team meets once a month. At these meetings, each case is reviewed
and the paperwork is completed.

The data coordinator enters the data into a database and sends the
completed data forms to the State Fatality Review Program.

An annual reportis produced. The purpose of the report is to disseminate
findings and assist in the development of data-driven recommendations
for the prevention of child deaths.
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Child Death Review Team Data Collection Form, Side 1
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Child Death Review Team Data Collection Form, Side 2
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Child Deaths in Davidson County, Tennessee, 2001

Executive Order Number 94-01

ExecuTve oroerNo. 74 -0/
Subjact: Establishiment of Child Death Review Team of the Matropolitan Government

1. Philip Bredasen, Mayor of The Melropolitan Government of
Nazhvile and Davidson County, by virtue of the power and suthority
vested in me, do hereby divect and order that:

1. A Child Death Review Team is hereby established for The Metropolitan
Government of Nashville and Davidson County.

2, The Team shall have 10 members, consisting of the following:

Director of the Metropolitan Department of Health
Director of the Metropolitan Department of Social Services
Chief af the Department of Metropolitan Police

County Medical Examiner of Davidson County

Medical Director of "Our Kids, Ine.”

The following elected officials are requested to serve as members af the
Team or to designate representatives from their offices to do so;

District Attorney General of the 20th Judicial District of Tennessee
Judge of the Juvenile Court for Davidson County

In addition, the Commissioner of the Tennesses Department of Human
Servicas is requested to designate a representative to serve on the team.

In addition to the foregoing, there shall be two other members, at least
one of whom shall ba a board certified pediatrician or a board certified
child psychiatrist.

3. The purpose of the Team is to review the death of apy child below 18
years of aga legally residing in Davidson County at the time,of death,
irespective of the location where the desth occurred. |n connection with
its investigation, the-Team shall assist in identifying information which
could be pertinent in determining the manner of death in any unexpected
child fatalities; identify preventable deaths and strategies for the
prevention of future childhood fatalities, including any which might be
ralated to limited sccess to health care; and collect statistical and other
data and report annually to the Mayer relating how children are dying in
Mashville and recommending appropriata stratagies for prevention.

4. The Director of the Metropolitan Department of Health shall serve as the
Chair of the Team.
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5.

Executive Order Number 94-01, continued

The Team shall meet monthly. Special meetings may be called at the
discretion of the Chair; the District Attorney: or the Madical Examiner.

Members of the Team shall serve without compensation; however, travel
and related expenses may be reimbursed pursuant to the Metropolitan
Government's travel regulations, with the approval of the Director of
Finance.

The Team shall observe confidentiality to the maximum extent permitted
by law.

The Director of Law or a designee from the Dapartment of Law shall
sarve as legal advisor to the Team.

Subject to the approval of the appropriate department head, the Team
may utilize the services of any staff or resources of the Metropelitan
Government. The Chair may include non-voting advisory members on an
ad hoc basis to assist with specific cases or issues under review.

This order shall become effective on January 1, 1994,

ORDERED THIS 1 DAY OF
, faga,

Philip Bredesen
Mayor
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Child Fatality Review and Prevention Act of 1995

CHAPTER 142
CHILD FATALITY REVIEW AND
PREVENTION

Section

GB-142-101. Short tithe.

GE-142-102. Child fatality prevention 1eam.

BB-142-103, Cormposition.

BE-142-104. Voting membens-Vacancies

BE-142-105. Duties of stale team,

B6-142-106. Local teams-Composition-Vacancy-Chair-Meetings

BE-104-107, Duthes af local teams.

GE-104-108. Powers of local team-Limitations-Confidentiality of state and local team raconds.
BE-104-103, Stal and consultants.

68-104-101, Short titla.

The chapter shall be known as and may be cited as the “Child Fatality Fleview and Preventon Act of
1995."

[Acts 1995, ¢h.511.§ 1.]

68-104-102. Child fatality prevention team.

Thene is haraby created the Tennesses child fatality prevantion team, otherwize known as the state laam.
For edministrative purposes only, the state tsam shall be atiached to the depariment of health.

[Acts 1885, ch, 511,51

68-141-103. Compasitian.

The state team shall bs composad as provided herein. Any ex efficio mamber, other than the
commissicner of health, may designate an agency representative fo sene in such parson’s place.
Members of tha state team shall be as follows:

(1} The commessioner of health, who shall chair the state feam;

(2} The attormey general and reporier;

{3} The commissioner of children's senaces;

(4) The director of the Tennasses bureau of investigation;

(&) A physician nominated by the state chapter of the American Madical Association;

(B} A physician to be appointed by the commissioner of heatth who is credentialed Ir farensse
pathology, prelerably with experiance in pediatric forensic pathalogy;

[T} The commissionar of mental heatth and mental retardation;

(8) A mamber of the judiciary selected from a list submitted by tha chied justice of the Tennessee
Supreme Court;

(3} The executive director of the commission of children and youth;

(1% The presidant of the state professional seciety on the abuse of childran;
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Child Fatality Review and Prevention Act of 1995, continued

(11)A 1eam coordinator, o be appointed by the commissione: of heakif;
{12The chair of the salect commities on children and youth;

{11)A feam coordinator, o be appointed by the commissionar of health;

{12)Tha chalr of thee select commities on children and youth;

(13]Twa {2) membars of the house of representatives fo be appointed by the speaker of the

housa, at least one (1) of whom shall be a member of the house health and human resources commines;
and

{14 Two {2) senalors o be appointed by the speaker of the senate at ieast one (1) of whom shall

be & member of the senate general weltane, health and human resgurcas committes,

[Acts 1905, ch, 511, § 152.]
6B-142-104. Voling membors-Vacancies

All members of the state team shall be voting members. All vagancies shall be filled by the appeanting or
designating suihority in acoordance with the requiremants of § 68-142-103.

[Acts 1895, ch. 511, §1.]

68-142-105. Duties of state team.

The stale team shal:

{1) Peview reports from the kocal child tatality review teams;

(2) Report tothe gavernor and the genaral assembly concaming the state taam's activitios end

its recornmendations for changes to any law, rule, and policy that would promate the safely and well-
being of children;

13) Undertake annial statistical studes of the incidance and causes of child fatalities in this

elata. The studies ehall include an analysis of community and public and private agency involvemeant with
the decedents and their families prior o and subseguent to tha deaths;

{4} Provide braining and writhen materials 1o the local ieams estabished by this chapter o assst

Ithml'i in camying out their duties. Such writien materials may includa maodel protocals for the operation of
ocal leams;

(5) Develop a protocal for the collection of data regarding child deaths;

(B} Upon request of & local feam, provide lachnical assistance bo such team, including the

authorizatkon of anather madical or legal apinion on a particular death; and

(7} Periodically assess the operations of child fataly prevention effarts and make

recommendations lor changes as nesded.

[Acts 1985, ch. 511.§2
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Child Fatality Review and Prevention Act of 1995, continued

68-142-106, Local teams-Composition-Vacancy-
Chair-Meetings.

(&) There shall be a minmum of one (1) local team in each judicial district:

{b) Each local team shall include the following siaiutory members or their designaes:

(1) A supervisor of social services in the depariment of children's services within the ares served
by the feam;

(2) The regional health officar in the department of health in the area served by the feam or such
officer's designee, who shall serve as interim chair pending the election by the local team;

(3) A medical examingr whe provides services in the area served by the team;

(4} A prasecufing attomey appointed by the disirct attorney general;

(5) The interim chair of the local team shall appoint the fallowing members to the local team:

{A) Alocal law enforcement officer;

(B) A mental health profossional;

(C) A pediatrician or family practice physician,;

{0} An emergancy medical service provider or firefighter; and

(E) A representative from a juvenile court.

(c) Each local chid fatality team may include representatives of public and nonpublic agencies in
the commumnity that provide services to childran and their

families;

(d) The local team may include non-statutory members to assisl them in carrying out their duties,
Vacancies on a local team shall be filled by the original appoeinting autharity;

{2} Alocal team shall elect a mamber o serve as chair;

{f) The chair of esch local team shall schedule the time and place of the first mesting, and shall
prapare the agenda. Thereafier, the team shal mest no less often than ance per quarter and ofan
enough to allow adequate review of the cases meeting the criteria for review.

[Acts 1985, ch. 511, § 3; 1996, ch. 1079, § 152.]
88-142-107. Duties of local teams.

(a) The local child fataity review teams shall

(1) Be established to cover each judicial district in the siate;

(2] Review, in accordance with the procedures established by the state team, all deaths of
children seventeen (17) years of age or younger;

(3) Collest data according to the profocol developed by the stale team;

(4) Subrmit data on child deaths guartery to the state toam;

[5) Submit annually 1o the state team recommendations, if any, and advocate for system
improvemants and resources where gaps and deficiencies may exist, and

(&) Participate in fraining pronaded by the state team,

{b) Mothing in this chapter shall prechude a local team from providing coensultation fo any team
member conduwcting an investigation,

{c] Local child fatality review teams may request a second medical or legal opinion 1o be
authorized by the state team in the event that a majority of the local teem's statutory membership is in
agresment that a second opinion is needed.

[Acts 1985, ch. 511, §4.]
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Child Fatality Review and Prevention Act of 1995, continued

68-142-108. Posers of local team-Limitations-
Confidentiality of state and local team records.

{a) The local team shall have access bo and subpeana power to obtain all medical records and

records maintained by any state, courty or local agency,

Including, but not limited to, poce imvestigations date, medical examiner investigative deta end social
services racords, as necassary to compiete the review of a specific fatality,

{b) The local team shall not, as part of the review autharized under this chapter. contact,

question or inferview the parent of the deceased child or any other

family member of the child whose death is being reviewed.

ic) The local leam may request that persons with direct knowledge of circumstances surrounding

a particular fatality provide the local team with information necessary 1o compilete the review of the
particutar fatality, such

persons may include the person or parsans who first responded to @ repon concerming the child,

(d) Meetings of the state feam and aach local team shall nat be subject to the provisians of tifle

B, chapber 44, part 1. Any minutes or other information genesated during official meetings of slate or local
tearns shall be sealed from public inspection. Hawever, the state and local beams may periodically make
available, in a general manner not revealing confidential information abaut ehildren and famdies, the
aggregate findings of their reviews and their recommendations for praventive actions.

(e} (1) Al otherwise confidential infarmation and records acquired by the siale team or any local

child fataliy rendew team in the exercise of the duties are

confidential, are not subject to discovery or introduction inlo evidance in any proceedings, and may only
e disclosed as necessary 1o carry oul the purposes of the state 1eam or local feams.

(2} In addition, all otherwise confidential information and reconds created by a local team In the exercise
of its duties are confidential, are nat subject to discavery or infreduction in evidence in any proceedings,
and may only be disciosed as necessary fo camy out the purposes of M state or local leams. Release ko
the public or the news media of information discussed at official mestings is strictly profibited. Mo
memiser of the state team, 2 local team nat any persen who attends an official mesting of the state feam
or @ local beam, may testify in any proceading about what franspired at the meeting. about

information presanted at the mesling, of aboul opinins formad by the person 88 & resull of the maating
{3) This subsection shall not, however, prohibit a persen frarm testitving in a oivil or crimingl sction sbout
matiers within that person's wﬂapmdurn knowledge.

() Each statuiory member of a local ehild fatality review team and each non-gtatutary mermber of

4 lpcal team and sach person otherwise attencing a meeting of a local chid fatality review team shall sign
a siatement indicating an undarstanding of and adherence to confidentiality requiremants, including the
passible chil or criming consequences of any breach of confidentiality,

[Acts 1905, ¢h. 511, § 5]
68-142-109. Staff and consultants.

To the extent of funds avaiiable, the stale tearm may hire s or consultants 1o assist the state team and
local tearrs in completing ther duties.
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Nashville Child Death Review Team Members

Stephanie B. C. Bailey, M.D.

Director, Metropolitan Nashville Health Department
311 Twenty Third Avenue North

Nashville, TN 37203

Bonnie Beneke, LCSW

Old Harding Psychological Consultants
5819 Old Harding Road, Suite 204
Nashville, TN 37205

Andrea Bracikowski, M.D.

Vanderbilt University Medical Center
Director of Pediatric Emergency Medicine
703 Oxford House

1313 Twenty First Avenue South
Nashville, TN 37232-4700

Susan B. Campbell, M.D.

Middle Tennessee Neonatology Associates
Centennial Medical Center

2300 Patterson Street

Nashville, TN 37203

Ron Carter, Detective

Metropolitan Nashville Police Department
Division of Internal Affairs

200 James Robertson Parkway

Nashville, TN 37201

Mark Chesnut, Sergeant

Metropolitan Nashville Police Department
Youth Services Division

200 James Robertson Parkway

Nashville, TN 37201

Wilo Clark

Caring for Children

700-2" Ave. South, Suite 200
Nashville, TN 37210

Hugh Coleman, Detective
Metropolitan Nashville Police Dept.
Homicide Division

200 James Robertson Parkway
Nashville, TN 37201

Margie Davis

Metropolitan Nashville Juvenile Court
100 Woodland Street

Nashville, TN 37213
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Nashville Child Death Review Team Members

Jessica Doyle

Juvenile Court of Nashville Davidson County
100 Woodland Street

Nashville, TN 37213

Eureva EImore

Department of Children’s Services
900 Second Avenue North
Nashville, TN 37243

Christopher Greeley, M. D.
5028 Medical Center East
Nashville, TN 37232-8555

Veronica Gunn, MD, Asst. Professor
Division of General Pediatrics
Vanderbilt Medical Center

5028 Medical Center East
Nashville, TN37232-8555

Brian K. Holmgren

Assistant District Attorney General
Office of the District Attorney General
222 2" Avenue North

Nashville, TN 37201-1649

Bruce Levy, M.D.

Tennessee Department of Health
Office of State Medical Examiner
Center Forensic Medicine

850 R.S. Gass Blvd.

Nashville, TN 37216-2640

Louis J. Martinez

Program Coordinator

Child Protective Services

Tennessee Department of Children’s Services
436 Sixth Avenue North

Nashville, TN 37243-1290

Brook McKelvey, M.A., M.P.H.

Maternal and Child Health Epidemiologist
Metro Public Health Department

311 23 Avenue North

Nashville, TN 37203

Michael Meadors, M. D.
301 Baptist Plaza |
2011 Church Street
Nashville, TN 37203
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Nashville Child Death Review Team Members

Katy Miller

Assistant District Attorney

District Attorney’s Office Davidson County
222 Second Avenue North, Suite 500
Nashville, TN 37201

Olayinka Onadeko, M.S., M.D.

Chief of Pediatrics

Metropolitan Nashville General Hospital
1818 Albion Street

Nashville, TN 37208

Laura Van Hooser Overton
Caring for Children

100 Woodland Street, Suite L 100
Nashville, TN 37213

Sue Ross, RNC, MSN, P.N.P
“Our Kids”

1804 Hayes Street
Nashville, TN 37203

Patricia Slade, MBS, MSN, RN
Nursing Specialist

Department of Children’s Services
900 Second Avenue, North
Nashville, TN 37243

Jannie Williams, MPA

Metro Public Health Department
311 23 Avenue North
Nashville, TN 37203

Julius Witherspoon, M.P.A.

Director

Richland Village Community Services
137 51t Avenue North

Nashville, TN 37209

Kimberlee Wyche-Etheridge, M.D., M.P.H.
Metro Public Health Department

311 23 Avenue, North

Nashville, TN 37203
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